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13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
of

or other y

1© Drocess this claim. | 2iso request pay ot gove! edher 1o myseit or 1o the party who accepts assgnment
Delow
SIGNED _ DATE

pay benefits t0 the undersigned physiaan or suppher for
sennces descnbed below.

SIGNED

>

=55 <« CARRIER -

<——————— PATIENT AND INSURED INFORMATION

ILLNESS (Frst symptom) OR
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31 SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
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DATE

I.M.Provider
SIGNED

32. NAME AND ADDRESS OF FACILITY WHERE SERVICES WERE
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I.M.Billing
100 W, Williams
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PHYSICIAN OR SUPPLIER INFORMATION
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(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88)
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